Introduction: The prevalence of psychotic-like experiences (PLE) in general popula-
| INTRODUCTION
In mental health practice, the presence of psychotic symptoms is commonly used as diagnosis criteria to identify individuals with psychotic disorders. However, recent works suggested that psychotic symptoms such as delusions and hallucinations may also be experienced by some proportion of the general population. Such phenomenon, the occurrence of one or more psychotic symptoms that does not meet the diagnostic criterion of psychotic disorder, is usually categorized as psychotic-like experiences (PLE) or subclinical or subthreshold psychotic symptoms or experiences (Kelleher & Cannon, 2011) .
United State National Comorbidity Survey (Johns & van Os, 2001) found that 28% participants reported that they had experienced at least one psychotic symptom, although only 0.7% samples are later diagnosed with psychotic disorder. This finding indicates that even though the prevalence of psychotic disorder is low, the prevalence of the symptoms is much higher. A meta-analysis study by van Os, Lincsott, Myin-Germeys, Delespaul, and Krabbendam (2009) found that the median prevalence of PLE was 5% to 8% in general population.
The occurrences of PLE in general population are more common in younger population. A meta-analysis study by Kelleher et al. (2012) reported a prevalence of 17% PLE in children (9-12 year old) and 7.5% PLE in adolescents (13-18 year old). Goodman and Scott (2012) found the occurrence of PLE in children as young as 7 years old.
The presence of PLE, especially in earlier life, has been found to increase the risk of future psychotic disorder and other disorder. One of the earliest studies is a 15-year longitudinal study conducted by Poulton et al. (2000) which indicated that adolescents who reported at least one psychotic symptoms at the age of 11 were 16 times more likely (OR: 16.4, 95% CI 3.9-67.8) to develop psychotic disorder at the age of 26 compared with those who did not report any symptom. Welham et al. (2009) found that adolescents, who have experienced hallucination at the age of 14, are at more risk (5-fold risk) of developing later disorder at 21-year follow-up. These findings emphasized the importance to understand the underlying factors of PLE among youth.
Many researchers in psychosis problems had focused mostly on the role of genetic factors in explaining the occurrence of psychotic symptoms and disorders both in clinical or general population. However, there is a growing evidence of the role of non-genetic causes that may also take part on the rate of PLE and the risk of future disorder.
There were several factors known as associates to PLE among youth. The first factor was the living place. Living in the urban environment has been found to increase the risk of various mental health problems including psychotic disorder, depression, and neurotic disorder (Kelly et al., 2010; van Os, Kenis, & Rutten, 2010) . The presence of psychotic and other disorders is associated with social maladjustment that is caused by various events such as residential instability, parental and marital problems, and problems in relation with social environment (van Os et al., 2010) .
The second factor that contributed to PLE occurrence was the availability of social network and support. Variables such as satisfaction in family communication (Segrin & Nevarez, 2012 ) and the quality of friendship (Denenny, Thompson, Pitts, Dixon, & Schiffman, 2015; Gayer-Anderson & Morgan, 2013) can also be used as predictors of psychotic experience. Various studies reported that loneliness and the absence of confidant were significantly associated with mental health problems such as psychosis, depressive, and anxiety symptoms (Gayer-Anderson & Morgan, 2013; Hawkley & Cacioppo, 2010; Jaya, Gollwitzer, Reininger, & Lincoln, 2016; Sündermann, Onwumere, Kane, Morgan, & Kuipers, 2014) . Individuals who perceived themselves as socially unacceptable and at lower social rank compared with others also reported having more risk to develop psychotic and other mental health symptoms (Cotier & Toulopoulou, 2017; Gayer-Anderson & Morgan, 2013) . (Ackner, Skeate, Patterson, & Neal, 2013; Bonoldi et al., 2013) were found to significantly increase the risk of PLE in both general and clinical populations. Any involvements in any roles (victim or perpetrator) in bullying-related behavior were also found to increase the risk of PLE (Schreier, Hollis, Wolke, & Thompson, 2009; Wolke, Lereya, Fisher, Lewis, & Zammit, 2014) .
Other factor that was associated with the occurrence of PLE was substance abuse. Tobacco, alcohol, and cannabis are the three substances that are widely associated with the presence of psychotic symptoms in both general and clinical population (Thornton, Baker, Johnson, & Lewin, 2013) . High level of alcohol use and lifetime use of cannabis, amphetamine, and heroin were found to increase the presence of PLE, mostly visual hallucination (Rognli, Bramness, Skurtviet, & Bukten, 2017) . Harley, Kelleher, Clarcke, Lynch, and Arseneault (2009) found that the risk of PLE among cannabis users increased up to 5-fold compared to non-user.
This present study is going to investigate the associations between all those aforementioned psychosocial factors to mental health problems, especially PLE. We would like to answer the follow- 
| Participants and data collection
A cross-sectional data collection procedure was carried out from March until early April 2017. The total sample of 623 high school students from five schools were selected by using multistage sampling. At the first stage, we used the non-proportionate cluster sampling technique to choose five schools to represent five city administrative regions of Jakarta. Inclusion criteria for the first stage sampling were national curriculum schools, mixed gender, and must be registered at the Jakarta Education Ministry database. For practical reasons (school schedule and longitudinal purpose of this study), we chose 10 th grade (first year) high school student as study participants.
| Measurements

| Measurement of outcome variable
The PLE questionnaire was used to measure the presence of subclinical psychotic symptoms in general population. Five items adapted from the Diagnostic Interview Schedule for Children (DIS-C; Laurens et al., 2007) . Four items were added by Laurens et al. (2007) to assess greater number of PLE symptoms. We adapted the nine items PLEs questionnaire for this study. The result of PLEs instrument categorized participants into two distinct groups (PLE group and non-PLE group) using the score of 1 as a cut-off score.
| Measurements of predictor variables
The Hopkins Symptom Checklist-25 (HSCL-25) is a self-administered instrument designed to measure psychological distress consisting depression (15 items) symptoms and anxiety (10 items) symptoms (Degoratis, Lipman, Rickets, Uhlenhuth, & Covi, 1974; Strand, Dalgard, Tambs, & Rognerud, 2003) . We use the HSCL-25 which was adapted into Bahasa Indonesia by Turnip and Hauff (2007) and has been used in Indonesian setting (Turnip, Klungsoyr, & Hauff, 2010) . Common cutoff score used to differentiate individual with higher depression and anxiety symptoms is 1.75.
Strength and Difficulties Questionnaire (SDQ) is designed to measure the level of four individual difficulties including emotional problems, conduct problems, hyperactivity, peer relation problems, and pro-social behavior as individual's strength (Goodman, 1997; Goodman, Ford, Simmons, Gatward, & Meltzer, 2000) . The SDQ used in this study was translated into Bahasa by Setiamurdiawati (Setiamurdiawati, 2015 , unpublished data).
The Inventory of Parent and Peer Attachment is designed to measure the level of participant's attachment with parents and peer (Armsden & Greenberg, 1987) . In this study, we use the 12 items parental attachment subscale of Inventory of Parent and Peer Attachment which was translated into Bahasa Indonesia by Ardelia (Ardelia, 2017, unpublished data) .
The children's version of Revised Family Communication Pattern is used to measure the level of communication pattern within family (Koerner & Fitzpatrick, 2002) . The Revised Family Communication
Pattern questionnaire used in this study was translated into Bahasa by Asriati (Asriati, 2017, unpublished data) to measure participant's family communication pattern consisting of conversation orientation (15 items) and conformity orientation communication (11 items).
Friendship Quality Scale used in this study was translated into Bahasa by Kharimah (Kharimah, 2017, unpublished data) . Friendship Quality Scale is designed to measure the quality of participant's friendship according to five meaningful aspects of their friendship relation:
companionship, conflict, help, closeness, and security (Bukowski, Hoza, & Boivin, 1994) .
The Perceived Acceptance Scale is a 44-item self-administered instrument designed to measure the level of perceived acceptance in four different social contexts consisting of father acceptance, mother acceptance, family acceptance, and peer acceptance. In this study, we only measure the level of perceived social acceptance in the friendship context. The peer acceptance subscale of Perceived Acceptance Scale (12 items) was translated into Bahasa by Mutyahara (Mutyahara, 2017, unpublished data) .
Iowa-Netherlands Comparison Orientation Measure questionnaire was translated into Bahasa by Widiastuti (Widiastuti, 2015, unpublished data) to measure the ability dimension (six items) and the opinion dimension (five items) of social comparison based on Leon
Festinger's social comparison theory (Gibbons & Buunk, 1999) .
De Jong Gierveld Loneliness Scale-6 is a self-administered instrument designed to measure the unidimensional or multidimensional construct of loneliness based on emotional and social loneliness theories (Gierveld & van Tilburg, 2006) . The six-item loneliness questionnaire used in this study was translated into Bahasa by Umami (Umami, 2015 , unpublished data) with cut-off score 2 used to differentiate participant's loneliness level.
The Youth Risk Behavior Surveillance System (YRBSS) was developed to monitor various health risk behaviors among youth and young adult population such as behaviors contribute to injuries and violence, sexual behaviors, alcohol and drug use, tobacco use, unhealthy dietary, and inadequate physical activity (Brener et al., 2002) . We adapt the standard high school version of YRBSS to measure violence and bullying-related experience, tobacco, alcohol, and drug use. Standard YRBSS categorized individuals into two groups ("at risk" vs "no risk") based on at least one occurrence of health risk behavior in each aspect measured. 
| Statistical analysis
| Prevalence of psychotic-like experiences (PLE)
The prevalence of PLE among our sample was 20.6% (see Table 3 ). The caseness of PLE was defined by categorizing participants into two groups (PLE group vs non-PLE group) based on the occurrence of at least one psychotic symptom. The occurrence of symptom obtained by recoding participants PLEs score and only counts every single "Certainly True" response as a symptom. Therefore, participants without any occurrence of symptom (no "Certainly True" answer) were categorized into the non-PLE group, and the participants with at least one (range: 1-6) symptom were categorized into the PLE group.
The prevalence of psychotic-like symptoms reported by participants was presented in Table 4 . The highest psychotic symptom prevalence was the belief that people can read their minds (49 cases).
The second and third highest symptoms were hallucination-related experiences, with 44 auditory hallucination cases and 37 visual hallucination cases.
| Psychosocial risk factors for psychotic-like experiences (PLE)
Result from the final multivariate regression analysis (see Table 5 ) indicated a significant contribution from the predictors to explain the occurrence of PLE case (R square: .163). These results showed that the model proposed gave approximately 16.3% contribution in explaining the occurrence of any psychotic symptoms among high school participants in Jakarta. that is held by adolescents may be acquired through the process of socialization from many cultural agents such as parental transmission to their children (Irwin, 2009) . Socialization process is then endorsed and maintained by peer interaction and uncritical acceptance and promotion of paranormal concept from media exposure such as movies and news. This socialization through cultural agents, which is high in Indonesia, is assumed to endorse the validity of such belief (Shiraev & Levy, 2010) . This belief system affects the occurrence of PLE cases because it shapes individual's sensation and perception by creating a specific perceptual set when facing a certain kind of situation (eg, seeing a ghost at night, etc.). This perceptual set, which is also shared by a common group, makes particular interpretations likely to occur and increase both the speed and efficiency of the perceptual process, which increases the rate of PLE within the community (Shiraev & Levy, 2010) .
| Risk factors for psychotic-like experiences (PLE)
Analysis of psychosocial risk factors model for PLE showed that exposure to any violence-related experience gave the strongest contribution in explaining PLE cases through the model. Violence experience assessed in YRBSS which consisted of physical and nonconsensual sexual-related abuse experience is found to increase the risk of PLE among victims (Bebbington et al., 2011; Kelleher et al., 2008) . We also found significant contribution of involvement in bullying-related behavior in the model, both as perpetrator (assess by SDQ conduct problems variable) and victim (YRBSS). Exposure to violence and bullying-related behavior is assumed to increase the level of psychological distress which can increase the risk of development of any psychological problem symptoms. This finding supported previous hypothesis about the link between to traumatic experiences and psychotic experience (van Os et al., 2010) .
Risk factor model analysis also showed negative effect of loneliness, peer problems, and negative social comparison which reflected that lack of social support contributes to increasing number of the PLE cases. We found that the social comparison variable which gave significant contribution was the only negative social comparison in opinion factors. Individuals who scored high in the opinion factors of social comparison tend to seek understanding, rather than solely seek for information (Gibbons & Buunk, 1999) . This suggests that individuals with higher score on the negative social comparison in opinion factor tend to perceive themselves lacking in social support compared with others.
One unique finding from this study was that conversation orientation of parent's communication pattern contributed significantly to increase the risk of PLE cases among participants. This result contradicted previous study that suggested that high conversation orientation score increased the family communication satisfaction, decreased loneliness, and reduced the risk of any occurrences of mental health problems (Segrin & Nevarez, 2012) . One possible explanation for this result was that participants may misinterpreted questionnaire items. This assumption suggests that even though parents represent information in the conversational orientation manner, the adolescents might feel that they do not really have any options to choose but having to follow their parents' suggestion/-order.
The implication of this study was that increasing good social support from peer and family may play an important role as protective factors for PLE. By providing enough protective factors that may contribute to decrease the risk of PLE occurrence, it is expected that the risk of development of future disorder among high school students shall decrease. 
